Factitious disease is defined as the intentional production (or feigning) of disease in oneself to relieve emotional distress by assuming the role of a sick person. Although the self-induction of disease is a conscious act, the underlying motivation is usually unconscious. It has been estimated that 3% to 5% of physician-patient encounters involve factitious disease. This article presents 6 case studies from Baylor University Medical Center that highlight various clinical aspects of factitious disease. Patients with factitious diseases are extremely difficult to recognize because they do not appear different from patients with authentic causes of similar symptoms, because their psychiatric abnormalities are not appreciated, and because doctors and nurses have a low index of suspicion. Since patients with factitious disease present a false medical history, their physicians prescribe unnecessary procedures and therapies that may result in iatrogenic disease. In many cases, damage to these patients from doctors' actions exceeds the harm resulting from the patients' self-induced illness. The clues that should suggest factitious disease, the diagnostic roles of the clinician and a consulting psychiatrist, and the ethical conflicts that confront doctors taking care of such patients are discussed. To help keep factitious disease in clinical perspective, one of the case studies involves the antithesis of factitious disease, where a patient was mistakenly diagnosed as having psychogenic pain when in fact the symptoms were caused by an overlooked physical disease. Better knowledge of the clinical features of factitious disease might have prevented the disastrous outcome. I t is said that Claudius Galen,* a second-century Roman physician (1) , was the first to call attention to factitious diseases. In a treatise entitled On Feigned Diseases and the Detection of em, Galen apparently provided a long list of symptoms that patients had feigned or induced in themselves to simulate illness (2) . In a book published in 1843, Hector Gavin † first used the term "factitious disease" (4). He mainly described soldiers and seamen who mimicked illness to incite compassion or attention. He also emphasized the importance of factitious diseases in the private practice of medicine as he described a subgroup of women "who assume the semblance of disease for some inexplicable cause" (5). Gavin had a good sense of humor: "e Irish are the most numerous and expert at counterfeiting disease. e Lowland Scotsman comes next to the Irishman, and what he wants in address he makes up in obstinacy" (3) .
In 1934, Karl A. Menninger (1893 Menninger ( -1990 ) discussed the compulsion of "certain neurotic characters" to secure repeated surgical operations (6) . Such patients force themselves on a surgeon, preferably one who is strong and dynamic, demanding an operation either verbally or in some physiological way. "ere is frequently no doubt about the necessity of the operation, the only question being whether the necessity is psychological or physical." Ironically, such an operation may relieve an emotional problem (at least temporarily) which a psychiatrist had treated without success. Menninger concluded that polysurgical addiction is a form of focal self-destruction, a "partial suicide" in which responsibility for the act is partially shifted to the surgeon. Regardless of the motivation, polysurgery is common in many forms of factitious disease, as will be illustrated in our case studies.
In 1951, Asher ‡ created the name Munchausen's syndrome to describe one form of factitious disease (10) . According to Feldman (2) , Baron von Münchhausen (1720 -1797 was an honorable man and a famous and colorful war hero. After his retirement from the German cavalry, he spent his time traveling around his homeland, delighting listeners with tales of his military adventures. Although he embellished some of his stories for dramatic effect, they were essentially true. Historical records bear no evidence of his having feigned illness or duped people into caring for him. However, Rudolph Erich Raspe, a thief on the run from German authorities, appropriated and anglicized the Baron's name for the title of a 1785 pamphlet of outrageous and patently false tales, Baron Munchausen's Narrative of His Marvelous Travels and Campaigns in Russia.
Munchausen's syndrome is rare, and most patients are men. e underlying psychiatric illness and the motivating factors vary from patient to patient (13) .
ere is a much larger group of patients with factitious disease who are repeatedly hospitalized for diagnostic tests and treatment but who are not dramatic or aggressive in their demeanor. After cooperative behavior in the hospital, they quietly return to a job. Nevertheless, disease simulation is central to their emotional life, and their relationship to doctors may be as intense as addiction (14) . ey soon will repeat the cycle and be readmitted to the hospital for more diagnostic tests. ese subtle forms of factitious disease are much more common in women than in men.
It has been estimated that up to 5% of physician-patient encounters may involve factitious diseases (15) . However, some experts believe that factitious diseases are underdiagnosed since these patients are adept at hiding their fraudulent behavior (2) . e National Institute of Allergy and Infectious Diseases reported that 9% of cases of fevers of unknown origin or recurrent infections were factitious or self-induced (16) . In another study, 3.5% of 3300 specimens submitted as urinary stones were artifacts, such as small pebbles of rock (17) . Unfortunately, from this report we were not able to determine the fraction of patients who submitted stones that were artifacts. Table 1 shows a classification of factitious disorders according to the mechanism by which the disorder was induced or simulated. As evident from this table, people can simulate authentic disease in almost all organ systems and become patients of physicians in almost all medical specialties. e type of illness feigned or produced is limited only by the patient's medical knowledge and creativity (19) .
e purpose of this article is to present a clinical experience with subtle forms of factitious disorders at Baylor University Medical Center (BUMC).
FACTITIOUS DIARRHEA DUE TO SURREPTITIOUS INGESTION OF LAXATIVES: A PROTOTYPE OF FACTITIOUS DISORDERS
In 1980, we reported on 27 patients with intractable diarrhea who had been referred to us by other gastroenterologists because the etiology of their chronic diarrhea could not be determined. Many of these patients had hypokalemia, and most were suspected of having an undiscovered neuroendocrine tumor that was causing diarrhea via neuropeptide hormone release. Surreptitious laxative ingestion was discovered in 7 of these 27 patients (26%), and an additional 2 patients (7%) were surreptitiously taking diuretics (20) .
e seven patients with surreptitious laxative abuse were women, ranging in age from 25 to 58 years (Table 2) . e diagnosis of laxative ingestion was based on alkalinization of the stool or the urine to test for phenolphthalein (which turns the stool or urine pink when the pH is about 9) and on results of a secret search of the patient's personal possessions. Dr. Sam Marynick, who was an intern working with us at the time, did one of the room searches and found laxatives in a hole cut out of a Bible. Dr. Marynick was a good room searcher. ‡ Richard Asher, physician to the Central Middlesex Hospital of London, had a special interest in medical words and in the importance of using them correctly. "e modern hematologist, instead of describing in English what he can see, prefers to describe in Greek what he can't." He emphasized the dominant role the name of a disease or symptom can have on the way we think about the disease or symptom. "A rose without a name may smell as sweet, but it has far less chance of being smelt" (7) . In addition to Munchausen's syndrome, he coined the name myxedema madness (8) . He is remembered for his seven sins of medicine (9) and for many other reasons (8). Table 1 . A classification of factitious disorders according to the mechanisms employed, with examples of the resulting symptom-complex*
• Self-induced infections: wounds, abscesses, bacteremia, sepsis, fever
• Surreptitious ingestion of medicines, vitamins, minerals: diarrhea, vomiting, hypokalemia (laxatives and/or diuretics), renal failure, hypomagnesemia, salt poisoning, Bartter's syndrome, hypoglycemia, pheochromocytoma (epinephrine injection), hyperthyroidism, bleeding or purpura from coagulation disorder (dicumarol, heparin), bone marrow depression, liver disease (vitamin A toxicity)
• Self-induced injury: unhealed wounds, bruises, deformities, dermatoses (may also be induced by ingestion of certain drugs), reflex sympathetic dystrophy
• Phlebotomy (self or animal): anemia, melena, hematochezia, hematemesis, hematuria
• Thermometer manipulation or substitution of thermometer: fever
• Simulation of the clinical manifestations of specific diseases or syndromes (sometimes using falsified medical records or contamination of body fluids): cancer, AIDS, cystic fibrosis, pancreatitis, insanity, depression, multiple sclerosis, seizures, pain syndromes, renal stones, proteinuria ree of the patients were taking phenolphthalein, two were taking an anthraquinone laxative, and two were taking phenolphthalein plus either an anthraquinone or milk of magnesia. All three of the patients who were taking an anthraquinone had melanosis coli on histological examination of their rectosigmoid biopsies (Figure 1) .
Surreptitious laxative ingestion can produce four main symptom complexes: diarrhea, metabolic abnormalities, abdominal pain, and weight loss. Depending on what a patient focuses on, laxative abuse can present as what appears to be a primary gastrointestinal, endocrine, renal, or neoplastic disease.
All the patients shown in Table 2 were studied in the 1960s and 1970s, and this was a time when many new diagnostic tests became available. ese included immunoassays for gastrin and vasoactive intestinal polypeptide (VIP), colonoscopy and biopsy, abdominal sonography, and computed tomography (CT) scans. When these tests were applied to patients with chronic diarrhea, they often revealed abnormalities that suggested the presence of neuroendocrine tumors or inflammation of gastrointestinal mucosa. Although it was not well recognized at the time, many of these "abnormalities" actually represented false-positive results (22) , which often led to exploratory laparotomy, pancreatic resection, small intestinal or colon resection, or prolonged treatment with corticosteroids (20, (23) (24) (25) (26) (27) . e result was an epidemic of severe and serious iatrogenic disease. Parenthetically, it is interesting to note that none of our 27 patients had a tumor of any kind, and none ever developed ulcerative colitis, Crohn's disease, or celiac sprue.
For two reasons, it has become much more difficult to diagnose surreptitious laxative abuse in recent years. First, phenolphthalein was removed from the market and was replaced by bisacodyl (28) , which is now the active ingredient in over-the-counter laxatives such as Correctol and Ex-Lax and is also available as Dulcolax. Unlike phenolphthalein, bisacodyl does not turn pink upon alkalinization, and there is no other simple laboratory test for this drug. Second, as discussed later in this article, ethical considerations have discouraged use of the secret room search (29) , and such a search has become impractical since patients with idiopathic diarrhea are usually no longer admitted to the hospital. Unfortunately, patients continue to abuse laxatives as before, as illustrated by a recent and ongoing case study.
Case study 1: A young woman with diarrhea, hypokalemia, and weight loss Diarrhea in this patient began a few days after she underwent reconstructive jaw surgery. Extensive evaluations at two institutions failed to reveal a cause of her illness. Approximately 1 year after the onset of diarrhea, the patient was referred to BUMC.
At BUMC, her stool weight measured 1008 grams per day. (Normal stool weight for women is 87 ± 8 g/day.) e diarrhea was secretory in nature without steatorrhea. All previous biopsies, x-rays, and other tests were reviewed, and upper and lower endoscopies were repeated. No abnormalities were found. ere was no evidence of melanosis coli, microscopic colitis, or small bowel disease; serum gastrin and VIP concentrations were within normal limits; and stool culture revealed no pathogens. e patient denied ingestion of laxatives, and a urine and stool laxative screen by Toxi-Lab assay was negative. We did not search the patient's personal belongings. She was sent home with advice on symptom management and with an offer to return at any time.
Approximately 2 years after the onset of diarrhea, the patient went to another tertiary medical center. Diagnostic tests were repeated there, but no diagnosis was forthcoming. However, after a colonoscopy she had severe bleeding and required mul- tiple units of blood-showing that these tests can have serious complications. Several months later, her weight had dropped to 108 pounds, and total parenteral nutrition was begun. After the diarrhea had been present for approximately 3 years, the patient returned to BUMC. By that time, we had shown that the Toxi-Lab assay for laxatives was not accurate. We therefore had her urine analyzed by thin-layer chromatography, and it tested positive for bisacodyl, suggesting that she was taking bisacodyl surreptitiously to induce her diarrhea.
Confrontation
We then had to decide whether or not to confront the patient about our suspected diagnosis. If we confronted her, we also had to decide whether to tell her husband, who was with the patient continuously during her evaluations at BUMC. Some of the benefits of confrontation might include confirming the suspected diagnosis, convincing the patient to stop inducing illness in herself, and avoiding future iatrogenic complications. ere are also some downsides to confrontation. Confrontation may ruin the doctor-patient relationship, may harm the patient's marriage, and may not accomplish any of the abovementioned goals.
e benefits and risks of confrontation have been analyzed by Reich and Gottfried (18) , who reviewed 41 cases of various types of factitious disease from a single institution. irty-three of the 41 patients were confronted with evidence that their disorders were self-induced. None signed out of the hospital or became suicidal. Although only 13 of the 33 patients acknowledged that their illness was self-induced, most improved after confrontation and 4 became asymptomatic. ese findings are in general agreement with our experience with patients who self-induce diarrhea, except that a higher fraction of our patients have left the hospital against our advice and a lower fraction have admitted to fraudulent behavior.
In case 1, we went forward with a "supportive confrontation" (Table 3 ) (30) (31) (32) , and we did it in the presence of her husband. With a few tears, she calmly said that she had "absolutely not" been taking laxatives and added, "I don't even know what bisacodyl is." Her husband was not able to find laxatives in the house, and he believed his wife. e husband later searched her closet and found an empty box of Correctol for Women, which contains bisacodyl. Only then was he convinced. e husband and her local physician agreed to obtain psychiatric help for the patient.
Shortly after the patient left Dallas to return home, we spoke with members of her family to try to determine the patient's motivation for surreptitious laxative ingestion. ey told us that there was no evidence of an eating disorder or sexual abuse. For the last 6 years, the patient had worked in a doctor's office, where her knowledge of medicine had increased. We were told, "She's always been a great believer in medicine, and she doesn't see the risks. For example, she's had multiple orthopaedic surgeries without any clear need, and the jaw surgery was done for a questionable indication." ese surgeries made the patient the center of attention. "She's married to a loving and caring husband but is unable to have children. e diarrheal illness started about 3 months after her diagnosis of infertility." Parenthetically, it is interesting to note that factitious disease often begins shortly after a stressful event (32, 33) .
e family and some of her local physicians were contacted again in 2005 to get an update on the patient's condition. Generally things were much better for the entire family. It was a wise decision to confront the patient. However, the patient felt betrayed. She never accepted the diagnosis, and she would never see a psychiatrist. She still has various medical problems almost constantly, with frequent appointments with specialists. She remains fascinated with illness but is less dramatic about it and receives less attention from it. Two weeks prior to the phone call, the patient had had hip surgery, and in June 2005 she had had a cholecystectomy. Earlier in the year she had had surgery to correct damage caused by teeth grinding. We were told that she's probably not taking laxatives anymore, but several times a year her serum potassium level is low. On one occasion, a diuretic was found in her urine. Based on this information, it seems clear that our patient has not been cured of her disease and that her fascination with medicine, her polysurgical addiction (6) , and her compulsion to assume the sick role continue.
A difficult and usually delayed diagnosis
For the patients reported in Table 2 , it took a long time for the factitious nature of their disease to be diagnosed-from 1.5 to 10 years. In the case just presented, the delay was 3 years. Why is it so difficult for doctors to recognize factitious disease? Table 3 . Principles of a supportive confrontation of patients suspected of factitious disease* Basis for this confrontation approach:
• Factitious disease represents the patient's attempt to cope with emotional distress (although the patient may not recognize this).
• The patient is in desperate need of help.
• An understanding and supportive attitude by the staff will make it possible for the patient to cope with and live through the shame and shattered selfimage that will result from the confrontation.
Procedure:
• Let the patient know what you suspect but without outright accusation.
• Support the suspicion with facts.
• Provide empathetic and face-saving comments such as "Maybe you took it in your sleep," "What you did was a cry for help, and we understand," "We realize you must be in great distress," and "We want to continue to take care of you." • Avoid probing to uncover the patient's underlying feelings and motivations so as to minimize disruption of emotional defenses that are essential to her function.
• Assure the patient that only those who need to know will be informed of the suspicion of factitious disease.
• Make sure the staff demonstrate continued acceptance of the patient as a person worthy of their help. The attending physician should not abandon the patient but should continue to show interest and concern.
• Encourage psychiatric help, but if the patient resists, do not force the issue. First, patients with subtle forms of factitious disease don't appear different from other patients with similar symptoms caused by authentic disease (20, 26, 34, 35) , and the psychiatric abnormalities they have are not recognized by their doctors (36) . Stated another way, there is no obvious excessive secondary gain that the patients are seeking. Second, most physicians and nurses rarely consider factitious disease in the differential diagnosis (35) . Negative tests for authentic diseases are considered false-negatives, so the tests are repeated-as was done at BUMC and at multiple other medical centers in our first case study-and new doctors are consulted who repeat the diagnostic cycle. ird, the patients convincingly deny self-induced illness if they're asked (23) . Fourth, there's a lack of communication between outpatient and inpatient doctors, as well as a failure to study old medical records. Finally, as discussed at the end of this article, psychiatric consultation is usually of no help in establishing or ruling out a diagnosis of factitious disease.
Clues that should suggest factitious disease
Despite the difficulty in diagnosis, several important clues should lead physicians to suspect factitious disease (15, 23, 24, 26, (36) (37) (38) (39) . Most people with factitious disease are women (except in Munchausen's syndrome, in which most patients are men). Many have been employed in the health care field and therefore have an unusual grasp of medical terminology. Typically they have had numerous previous surgeries, and they have the resulting surgical scars. It helps to count the number of surgical procedures and to review the pathology reports for evidence of authentic disease or lack thereof. ese patients often lack appropriate concern about their health problems; they tolerate their intractable illness with equanimity and are unrealistically cooperative. ey endure the discomfort of diagnostic procedures and surgery without complaint. ey are also very good mimics and actors, and they may have a past history of feigning illness (if past medical records are consulted).
Pathogenesis of factitious disease
Psychiatrists have studied a small number of patients with various factitious diseases and have proposed the model that is depicted in Figure 2 . e theory comprises an unconscious motivation and a conscious fraudulent act (11, 14) . e unconscious motivation is believed to result from some early deprivation or trauma, from which the patient subconsciously learns that suffering and illness provide relief from emotional discomfort and give meaning to life (11) . Later in life, at times of emotional distress, the patient feigns or induces illness so as to assume the sick role. She then establishes a relationship with doctors, nurses, and other health professionals, with the ostensible purpose of obtaining relief from the very symptoms she is either inducing or feigning. is provides the patient with a unique identity as a professional patient (11) . It is proposed that by focusing on a physical illness, the patient avoids underlying painful emotions (33) . ere is no apparent symbolic significance to the selection of the illness that is induced or feigned, and different symptoms and diseases have been used by a patient at different times (40) . is proposed pathogenic model has some important limitations and implications. First, neither the patient nor her physicians ever learn anything about the early deprivation/ trauma that presumably initiated the illness-seeking behavior. We never learn, and the patient presumably doesn't know, what deep secrets are being protected by the factitious disease (11) . Second, attributing the basic motive to the unconscious reduces the blame that can be placed on the patient (11) . If physicians accept the notion of a strong unconscious compulsion, they are less likely to stand in judgment of the patient's self-destructive and fraudulent behavior. It can be argued that, as sick people with an abnormal psyche, these patients deserve the same consideration as patients with other psychiatric disorders (40) .
Regardless of the validity of the pathogenic hypothesis shown in Figure 2 , it is generally believed that patients with factitious disease are fully aware of what they are doing and that they know right from wrong. ey only rarely have features of a major mental disorder, in spite of their bizarre behavior (18) . eir IQ is usually normal or high, and only a very few are psychotic. Some are depressed and some may have thoughts of suicide (11, 26, 33, 37, 39, 41) . As a group, they are sometimes described as being immature, sexually inhibited, and lacking in interpersonal skills. ese patients usually refuse to see or work with a psychiatrist, and they typically resist all efforts to get to the bottom of their apparently unconscious motivation. Sutherland and Rodin wrote in 1990 that there have been no systematic evaluations regarding the efficacy of psychiatric intervention in patients with factitious disease (42) . As far as we are aware, this statement remains valid in 2006.
e main tangible emotional gains that patients receive from assuming the sick role are believed to be sympathy, warmth, and nurturance; a heroic image for tolerating illness so bravely; relief from an expected achiever role; and control over their lives (11, 23) . Kind, tolerant, and empathetic doctors and nurses provide a natural haven for patients with such needs (43) .
e distinction between factitious disease, which we are discussing here, and some related disorders is depicted in Table  4 . Although these distinctions are perfectly clear as written, in our opinion the line separating them in clinical practice can be extremely thin. Effects on the physician-patient relationship and the need for an accurate diagnosis e traditional doctor-patient relationship is a cooperative and complementary partnership in which the patient and physician respectively fulfill their obligations and privileges, as prescribed by society. e doctor must act on behalf or in the best interest of the patient's welfare, including curing the patient whenever possible, not harming the patient, and maintaining the patient's confidence (46, 47) . e patient's role consists of three basic features. First, it is not the sick person's fault that he or she became ill. Second, patients are excused from their "ordinary daily obligations and expectations." Finally, patients must make every attempt to regain health, including a requirement to "faithfully and unreservedly communicate to their physician the supposed cause of their disease" (46, (48) (49) (50) .
e physician-patient relationship is based on trust that each will act according to their established roles. e patient's medical history directs diagnostic studies and medical and surgical therapy. However, in factitious disorders the sick role is attained via fraudulent means, and the patient intentionally deceives the physician by presenting false medical data and history and by withholding information regarding the cause of the disease. Of course, the physician does not suspect or know this. As a result, unneeded and inappropriate diagnostic tests and therapies are prescribed and willingly accepted by the patient, and these may, in turn, result in iatrogenic disease. us, "the factitious disease patient's partner in illness is the doctor. e greatest damage to these patients is due to doctors' actions, rather than from any direct action by the patient" (43) .
is analysis emphasizes the importance of recognizing patients with factitious disease so that medical mistakes and iatrogenic disease are avoided. In addition, the costs of factitious disease are enormous, and they are all paid for by society (2, 15, 51) . As Dr. Herb Leiman has pointed out, the facilitator of factitious disease is good medical insurance.
SURREPTITIOUS LAXATIVE INGESTION FOR WEIGHT CONTROL
is patient was referred to BUMC following extensive gastrointestinal evaluations at two other medical centers, neither of which revealed the cause of her symptoms. On admission her serum potassium concentration was 2.2 mEq/L, her blood urea nitrogen level was 40 mg/dL, and her creatinine level was 2.0 mg/dL. Stool examination revealed severe secretory diarrhea, and the alkalinization test for phenolphthalein was strongly positive.
When the patient was confronted with the discovery of phenolphthalein in her stool, she readily admitted that she had been ingesting Correctol. One of the residents on this case, Dr. Michael Carmichael, then conducted an interview that was videotaped. It contained the following questions and responses: some definitions and distinctions*
• Factitious disease: Conscious and intentional feigning or production of symptoms, due to a psychological need to assume the sick role in order to obtain emotional gain.
• Malingering: The conscious and intentional production or exaggeration of symptoms for material gain, such as money, lodging, food, drugs, avoidance of military service, or escape from punishment.
• Somatization: Recurrent and multiple symptoms (pain, gastrointestinal, sexual, pseudoneurological) that have no organic basis, believed to be due to unconscious expressions of suppressed emotional conflict or stress. Unlike in factitious disease, the symptoms are not created by voluntary conscious behavior.
• Hypochondriasis: Obsession with fears that one has a serious, undiagnosed disease, presumably based on misinterpretation of bodily sensations.
*From references 44, 45. In other parts of the interview, the patient said she had been overweight from the ages of 7 to 14. She was teased, became self-conscious, and developed a negative self-image. At that point, she went on a starvation diet and controlled her weight. However, when she gained about 5 pounds in her 20s, she turned to laxatives as a way to eat what she wanted. e patient reported loving food but feeling that she couldn't have it without weight gain.
Doctor:
Following withdrawal of the laxatives, the patient became edematous and gained weight, which was extremely disturbing to her. However, within about 1 week she began to mobilize her edema and her weight fell. She willingly accepted psychotherapy by Dr. Jake Peden, chief of psychiatry at BUMC.
Laxative abuse in patients with bulimia is patient had a variant of anorexia nervosa, and she attempted to control her weight with laxatives. is is called "bulimia" or "bulimia nervosa." e dictionary definition of bulimia is an abnormal increase in the sensation of hunger (limos = hunger) (52) . e rationale for using laxatives is that the resulting purge reduces the absorption of recently ingested calories (35) . Dr. George Bolin contacted 10 Dallas health food stores and found that nine of them recommended laxatives for weight control (53) . Typically, patients take the laxatives about five times per week after food binges, but some patients use laxatives daily.
Patients who use laxatives to control their weight feel guilty about this practice and try to keep it a secret, but they do not deny laxative abuse when they are directly asked (35) . Many such patients develop an apparent craving for laxatives (54) . When they stop taking laxatives, they often retain excess body fluid for a period of time (35, 55) . Although these patients usually have serious psychiatric problems, most of them lead outwardly normal lives. In several cases, like in our patient, they repeatedly consult doctors for their laxative-induced symptoms but don't tell the doctors that they are taking laxatives. Our patient seemed to believe that something other than laxatives was causing her symptoms, and she wanted her doctors to look hard to find the other cause. If the doctors knew she was taking laxatives, they would be biased and would not search thoroughly for other causes. Most alarmingly, she would have been willing to undergo any test or have any surgical procedure that a doctor suggested. Unlike in case 1, iatrogenic disease in case 2 could have easily been prevented by just asking the patient if she took laxatives.
Effect of purging on caloric absorption
Our patient participated in a research study to determine the degree to which purging with Correctol reduced absorption of ingested dietary calories. e calories in her food and in her stool were measured by bomb calorimetry. During a control study, without Correctol, she ingested 1611 calories per day, and she absorbed 1466 of those calories. When she ingested 50 Correctol tablets with her meals, she developed severe diarrhea, and absorption of her ingested food calories was reduced to 1278 calories (53) . us, the severe laxative-induced diarrhea caused caloric absorption to be reduced by only 188 calories, less than the calories in two small bananas or in one 35-gram candy bar. Although the reduction in caloric absorption was relatively trivial, the 50 tablets of Correctol did cause acute weight loss due to watery diarrhea. In fact, she put out 6.1 liters of stool, which weighed 13.6 pounds (53).
In both case 1 and case 2, ingestion of laxatives was associated with severe chronic weight loss, and yet ingestion of laxatives has only a trivial effect on absorption of recently ingested calories. We believe that laxative abuse causes weight loss by making patients extremely ill, with volume depletion, abdominal pain, diarrhea, nausea, and sometimes vomiting. With this chronic self-induced illness and its symptoms, the patients are probably not able to eat normally, and most of their nonfluid weight loss is most likely due to reduced food intake.
The role of laxatives in the case of Karen Carpenter
People magazine published an article about Karen Carpenter's battle against anorexia nervosa and the role that laxatives played (56) . At the time of her death, she had been suffering from anorexia for 8 years-apparently since reading a passing reference to her chubbiness in a newspaper. e magazine reported: "Distraught she reached out to Pat Boone's daughter, Cherry. 'Karen was having particular problems with laxatives. She could not believe she could ever get to the point where she was not dependent on them.' Cherry herself had often taken laxatives by the box to 'drop 10 or 15 pounds overnight'" (56).
POTENTIALLY LETHAL FORMS OF FACTITIOUS DISEASE Case study 3: A young woman with bacteremia
is patient was referred to BUMC for evaluation of recurrent urinary tract infections and bacteremia, mainly due to Escherichia coli and Staphylococcus aureus. Her central lines were complicated by bilateral subclavian thrombosis and tension pneumothorax. She also had a skin disorder with blisters. An extensive workup showed no evidence of immunocompromise, no source of sepsis, and a completely normal genitourinary tract. Her past history included cesarean section, hysterectomy, and hypertension. She was employed as a medical technologist and was married, with two children. She had no history of narcotic abuse.
Based on these clinical and social features, one of the several doctors on this case suspected that the patient was inducing her own illness, and he decided to secretly search her personal possessions. is is always done with trepidation. In this case, the upside would be discovery of materials that indicate selfinduced disease, which would provide an explanation for her recurrent septicemia. e downside is that the doctor may find nothing unusual. In such instances there will be feelings of guilt, assuaged only by the hope that the patient will not know that the search took place and that his intentions were honorable. It's not a comfortable feeling.
While the patient was having an x-ray, her room was searched. Her purse contained a Petri dish with growing bacterial colonies, as well as needles, a syringe, and a tourniquet. e colonies were subcultured and the Petri dish replaced. Later that day, the patient was asked whether she might be harming herself by injection. She denied this, saying that she wanted to get better. Still later that day, the doctor told the patient that he knew she had some incriminating items in her purse. She then opened her purse so the doctor could see inside, and the items were apparently no longer present. To prove her point, the patient turned her purse upside down. At that point, one needle and a syringe fell out, which she had apparently overlooked when she returned from her x-ray and suspected that someone had searched her purse. e patient was upset about the room search but not visibly angry. She readily agreed to see a psychiatrist but continued to deny self-injection.
e next day, the patient tearfully confessed that she had had bacteriological materials in her purse, but she said she used them only to aspirate and culture some blisters on her skin. She still denied self-injection with bacteria and said she wanted the doctors to "keep looking for the cause of my problems."
Ethical conflicts in case 3
A secret room search confirmed the doctor's suspicion of self-induced septicemia and may have saved the patient's life. Evidence in support of this last assertion is twofold. First, similar patients have died as a result of self-induced injection of bacterial cultures (18) . And second, even when patients with self-induced bacteremia deny self-injection when they are confronted with evidence obtained from a room search, the confrontation often causes them to stop this practice. us, in case 3, there were good reasons to believe that a room search and a subsequent confrontation were in the patient's best interest. However, for two related reasons, it seems unlikely that such a search will be carried out in the future in our hospital, even if we are faced with a patient whom we suspect is inducing a disease that is likely to be fatal. First, there are ethical and legal objections to a secret search of a patient's personal possessions (29) , and these are briefly summarized in Table 5 . e second and more compelling reason is that our hospital has, in essence, promised that we will not do it. is "promise" is given to each patient admitted to BUMC, in a document entitled To Our Patients: Your Rights and Responsibilities (57) . e patients' rights include the following:
• Your doctor should tell you about any proposed procedures, and before procedures are performed, you will be asked for informed consent (p. 3).
• You have the right to privacy . . . and confidentiality (p. 5). e document also lists the patient's responsibilities, including the following: • Give complete and accurate information about your medical history, including past medical problems and all medications you take (p. 7).
• You may take only the medications given to you by authorized medical center employees (p. 7). Even though factitious disease patients don't play by the rules of being a patient, doctors at BUMC must play by the rules our hospital and medical board have promised we will obey. In cases of possible factitious diarrhea, obeying these rules does not create a major problem, because factitious diarrhea is rarely lethal, and stool and urine tests can be done to help make a diagnosis. But what should we do with a patient suspected of factitious septicemia or some other factitious disease that is even more life-threatening?
One possibility is for the doctor to tell the patient of his or her suspicions and to ask for informed consent to perform a search of the patient's personal possessions (29, 58) . is would require planning, including preparation of a specific informed consent document for the search procedure. e patient would be told that the search is necessary before further invasive diagnostic tests are done. If the patient agrees to the search, and if it reveals evidence of factitious disease, the suspicion would be confirmed. If the patient does not allow a search, the referring doctor (and possibly the patient's family) could be advised about the likely implications, in hopes that this knowledge would reduce the likelihood of future harmful effects of a putative selfinduced disease. If the search reveals nothing, or if the patient refuses to allow the search, the physician might feel compelled to withdraw from the case, provided another doctor can be found who will assume responsibility for the patient.
Treating a search of a patient's belongings just like any other medical procedure sounds simple enough and has been recommended (29, 58) , but in practice it might be extremely difficult. Still, it is an alternative to sitting by, suspecting that a patient may be intentionally killing herself by an induced illness. Unfortunately, we know of no reports describing the results and effects of asking patients for consent to search their personal belongings. Table 5 . Ethical and legal arguments against a secret search of patients' possessions to look for evidence of factitious disease* Ethical issues:
• The patient has a right to self-determination.
• The patient has the right to be informed and to approve or disapprove of any diagnostic procedure.
• Ordering unnecessary tests as a ruse to get the patient out of the hospital room is repugnant.
Legal issues:
• The patient's right to control her destiny supersedes society's interest in preserving her life.
• A search is beyond the bounds of the implied contract between the doctor and the patient.
Privacy issues:
• A purse or suitcase is something meant to be private. It might be acceptable to search a hospital nightstand but not the patient's purse.
*From reference 29.
e ethical and legal dilemmas related to disclosures of medical information about a patient with factitious disease to other doctors and family members, in order to hopefully protect the patient from self-induced injury, have been well discussed by Kass (12) . Physicians who intend to disclose the factitious nature of a patient's disease to another doctor or to a family member should so inform the patient.
FEIGNING CANCER WITH THE HELP OF FABRICATED MEDICAL RECORDS Case study 4: A young woman seeking chemotherapy
A young woman provided the following medical history to a BUMC oncologist. She said she had recently returned to Texas from another state where she had undergone treatment for a carcinoma of the small intestine. is was discovered after an episode of small bowel obstruction, when a CT scan revealed a grapefruit-sized mass in her abdomen. She was treated with fluorouracil and leucovorin and then had surgery to resect the mass. e patient was now seeking a Dallas oncologist to continue her chemotherapy.
Her reported social history included the following. She was adopted, with no known biological relatives. She had smoked cigarettes since age 13, she was married and had one child, and she worked as a licensed vocational nurse in a nursing home.
On physical examination, the patient appeared to be in good health. Her body mass index was 24.5. ere were surgical scars on the abdomen. She had alopecia that was attributed to recent chemotherapy. e physical examination revealed no other abnormalities. Results of a complete blood count were normal. e oncologist's plan was to obtain her outside records and pathology slides for review and then resume the patient's chemotherapy.
Shortly thereafter the patient gave the oncologist a surgical pathology report from an out-of-state hospital. e report described a resected portion of small intestine which was obstructed due to a tumor. On histological examination the tumor consisted of "heterogenty [sic] cells and a large cell lymphoma. ere were also adenocarcinomas, in Stage III." In addition to these medical improbabilities and the unusual terminology, the typing on the report appeared to have been altered, with alignment errors. Moreover, on parts of the report it appeared as though the name of the patient and the attending physician had been altered by pasting and photocopying. e oncologist believed that the report was fabricated. No legitimate-appearing medical records were ever received.
e patient never returned to see the oncologist. However, she gave his name to other doctors she subsequently visited, indicating he was an oncologist who had previously treated her for cancer. erefore, the oncologist received telephone calls and medical records from some of her subsequent visits with other doctors, providing a probably partial trail of her continuing effort to pose as a cancer patient. In one instance she was admitted to an out-of-state hospital because of abdominal and flank pain. e patient gave a history of active ovarian cancer. An intensive series of studies were carried out, all of which were normal. A psychiatrist examined the patient and thought that she most likely had an organic etiology of her pain. In his opinion the patient's mental status was appropriate.
Records from an emergency department visit at BUMC were received by the out-of-state hospital. at note stated that the patient had been seen in BUMC's emergency department, at which time she was complaining of right flank pain and a history of urinary calculi. It further stated that the patient was well known to the hospital staff as an individual who had no documentable urological disease and that the surgical scars on the patient's abdomen were a consequence of a motor vehicle accident rather than from cancer surgery. Being unable to document a history of ovarian cancer or a urological abnormality, it was suspected that the patient had no organic disease but was presenting a fraudulent history. A representative of "her insurance company" stated that she had not been insured with them for almost a year. Her husband was also contacted, and he stated that he received calls from various hospitals at least monthly inquiring about the insurance status of his wife. When the patient was confronted with this information, she left the hospital against medical advice.
Two years later the patient was admitted to another Texas hospital with fever and pain in the right flank. In this visit, the patient's history included a right ureteral stent and cancer of the colon. She was placed on intravenous antibiotics, and she continued to complain of pain requiring multiple doses of Demerol. A plain film of the kidneys, ureters, and bladder and an ultrasound revealed a stent in the patient's upper ureter. After 48 hours of antibiotics and pain medications, the physician considered a stent removal and change. He called a urologist in Dallas who had supposedly inserted the stent a month earlier and discovered that the patient had given him a "name of an oncologist who was nonexistent." When the physician confronted the patient, she stated that she was having marital problems and that was the reason for her admission. e physician discharged her to return to Dallas for follow-up and to seek psychological counseling.
One year later, the patient was hospitalized for pain at still another Texas hospital. e physician treating her called the BUMC oncologist asking for her background information. e physician told the oncologist that he "could find absolutely nothing wrong with her."
Six years later, the patient was seen by a different BUMC physician who specializes in gynecological oncology. e patient provided the following medical history. She was diagnosed with ovarian cancer in 1991. She was initially managed in another Texas city where she underwent laparoscopy, followed by total abdominal hysterectomy and bilateral salpingo-oophorectomy with colon resection and colostomy. She went to M. D. Anderson Hospital where she was treated with radiation and chemotherapy, which was followed by a negative second-look laparotomy and colostomy closure. At about that time she developed a ureteral stricture and underwent placement of a stent and later required a percutaneous nephrostomy. Her weight was 178 pounds, and the physical examination (including pelvic exam) was normal. e physician's impression was "history of advanced recurrent ovarian carcinoma status post chemotherapy followed by negative second look laparotomy." e plan was to obtain her records from M. D. Anderson Hospital, which apparently never arrived.
Previous reports of factitious cancer
We did a PubMed search for factitious cancer and found 81 articles. Some of the case reports were remarkably similar to our case 4. Patients feigning cancer often enter a new institution seeking to continue treatment for their "cancer," claiming they were referred by doctors in another city or state. ey provide a convincing history, have scars compatible with previous surgical treatment for cancer, and often provide a pathology report. ey claim that their other medical records will be sent shortly. A physical examination and laboratory studies are done, and the patient is scheduled to return as soon as the other medical records are received.
Alternatively, or in addition, some patients feign cancer and gain entrance into cancer support groups. One such patient participated in classes on death and dying. e class was so moved by her courage that it raised money for her to ride in a hot air balloon, one of her "final wishes" (59) .
Several motivations apparently cause people to feign cancer. One is secondary material gain (malingering, perhaps to obtain narcotics). A second is an unconscious need to deceive the medical system and be subjected to diagnostic tests and therapeutic procedures. ird, some may seek the social status associated with the diagnosis of cancer and take advantage of displays of sympathy and gifts from friends, coworkers, and others (59) . Fourth, some people apparently feign cancer because someone they loved had cancer. Finally, one woman later stated that she was hoping to die as a result of immunosuppression (19) . Of course, several of these motives may be present simultaneously in a person who feigns cancer.
Whatever the motivation, the onset of feigned cancer seems to commonly occur after rejection by a loved one or after some other type of loss. Loneliness and isolation apparently are the precipitating factors in many people who feign cancer.
Perhaps more than any other groups of physicians, doctors who specialize in cancer treatment carefully examine previous medical records. erefore, fabrication of medical records is usually required before a patient with factitious cancer would be accepted for chemotherapy by an oncologist or for elective cancer surgery by a surgical oncologist. Patients may steal and alter authentic records from other patients' medical charts and pass them off as their own (59) . In one case a patient went to the extent of electronically scanning records and modifying them, making it even more difficult to recognize their fraudulence (19) . Gaining access to pathology reports, medical terminology, diagnostic and treatment plans, and symptomatology would be easiest for hospital employees, probably explaining why the best and most complete forgeries are from people who work in hospitals. In spite of the efforts of oncologists to carefully review medical records, fabrications have been good enough in some cases to allow people to obtain chemotherapy (19) .
Diagnosis of factitious cancer is usually made by detection of inconsistencies in the medical history, by evidence of fabrication of medical records, by lies patients tell about their health insurance, or by doctors who fortuitously begin to doubt the patient's story. A story of prolonged survival with a usually lethal cancer has helped reveal factitious cancer in some cases. It is likely that many cases of factitious cancer are never discovered, and with advances in computer technology the quality of forged medical records will probably improve in the future.
LEGAL ACTIONS RELATED TO FACTITIOUS DISEASE
We conducted a literature search to determine what lawsuits have been filed by patients with factitious disease. No lawsuits were found related to invasion of privacy, breach of confidentiality, or failure to obtain informed consent. However, there were cases related to failure to diagnose factitious disease, resulting in iatrogenic disease (e.g., complications of chemotherapy after the patient feigned cancer; amputation of a leg in a patient feigning reflex sympathetic dystrophy) (51, 60) . One of the arguments plaintiffs have used against their doctors is that strong evidence of the factitious etiology of their disease was present in the medical records, but the doctor did not carefully read those records. It has therefore been concluded that factitious disease is not a reliable defense against a bad outcome (61). In other words, fraudulent conduct by a patient does not dissolve the legal and ethical aspects of the physician-patient relationship (12) . is reemphasizes the need for physicians to learn how to recognize and manage patients with factitious disease.
In Arizona, health care providers successfully sued a patient with factitious disease. is patient kept getting care, claiming she had insurance. She then impersonated an insurance representative in an effort to convince providers of her insurance coverage. When she didn't have insurance, the hospital did not get paid and then sued. e woman was found guilty and was assessed 1000 hours of community service and a fine of $106,997-which, according to the records, would take her about 178 years to pay off (58, 62) . Some people think there ought to be more of this type of action, which is now legal in North Carolina and Arizona (62) .
FACTITIOUS DISEASE INDUCED IN ANOTHER PERSON Case study 5: An 18-year-old man with symptoms of intestinal pseudo-obstruction
An 18-year-old man with modest mental retardation was admitted to BUMC. Until age 15, the patient had attended school for the disabled and participated in Boy Scouts. He then developed nausea, vomiting, diarrhea, and difficulty urinating. A diagnosis of intestinal pseudo-obstruction (63) was made because he apparently had motility derangements of both the intestine and urinary system. Upon arrival at BUMC, the patient was bedridden, was receiving total parenteral nutrition, and needed bladder catheterization three times a day. However, in the opinion of BUMC radiologists, the accompanying x-rays showed no objective evidence of intestinal pseudo-obstruction or hypomotility of the urinary system. Laxative and toxicology screening tests were negative, but high-performance liquid chromatography revealed emetine in the urine and stool. e patient had a "devoted mother" who stayed with him almost constantly. She denied giving emetine to her son. By court order, the mother was limited to a 1-hour visitation per day. Within 1 week, the patient was out of bed, walking, and eating and urinating normally. He was discharged to a foster home, and 6 months later he was doing well.
It was our conclusion that the patient's mother was giving the patient ipecac, which is sold over the counter in 30-cc bottles. e two main alkaloid components of ipecac are emetine, which is responsible for muscular and cardiac toxicity, and cepheline, which causes vomiting (64) . Repeated doses may decrease the ability of ipecac to induce vomiting, which would lead to further absorption of the ingested drug and therefore more of the cardiac and muscular toxicity. Excretion of absorbed emetine is slow, so accumulation is likely with repeated doses. is BUMC case study was published in 1989 (65) . It is an example of Munchausen syndrome by proxy, the background of which is discussed in the next section.
Munchausen syndrome by proxy
In 1977, Meadow, a pediatrician, called attention to a previously neglected form of child abuse and named it Munchausen syndrome by proxy (66) . Attaching this term to child abuse had enormous legal ramifications. With the catchy name, it has been relatively easy to educate lawyers, judges, and health care workers about mothers who abuse their children by inducing illness in them. If a doctor or hospital representative goes to a judge with a suspected case of Munchausen syndrome by proxy, the judge will promptly order separation of the child from the mother to see if the child's illness improves in the absence of the mother (confirming the suspicion) and to protect the child from possible additional harm by the mother. ere is an ongoing battle between mothers who believe that they have been wrongly accused of child abuse vs pediatricians and pediatric hospitals that regard Munchausen syndrome by proxy as a form of child abuse that is often overlooked and needs to be aggressively detected (43, 51, 67) . is is well illustrated by recent events involving Sir Roy Meadow himself, who was judged to have given erroneous testimony in the trial of a mother who was jailed for supposedly smothering her two baby sons (68, 69) .
Munchausen syndrome by proxy provides several secondary gains to the mother. She flourishes in the hospital environment and thrives on the accolades she receives as a devoted parent (66, 70) . e child's illness may lead to a closer relationship between the mother and her husband (66, 70, 71) . e abusers are usually not psychotic, and almost all meet the legal definition of sanity (61, 72) . In most cases no psychopathology is evident during psychiatric examination (67, 73) . us, the child's illness is the only notable symptom of the mother's disorder (73) .
Some clues to Munchausen syndrome by proxy are as follows (43, 66, (70) (71) (72) (73) (74) :
• e child's apparent disease is extremely rare.
• Numerous doctors are unable to make a diagnosis; experienced physicians have never seen a similar case.
• e mother is less worried than the medical team and lifts their spirits after each unsuccessful attempt to make a diagnosis.
• ere may be a history of factitious disease or somatization in the mother.
• A sibling may have a similar illness or may have died from a similar illness.
• e father is usually detached and not involved in the care of the sick child. Several strategies can be used to detect Munchausen syndrome by proxy (43, 51, 66, 75) . If appropriate, the child can be directly asked what medications the mother has given. In our case study, the young man was mentally impaired, and we didn't ask him. e physicians can also inquire about the mother's medical and emotional history, to see if she has any evidence of previous factitious disease. e medical records can be examined to see if a temporal relationship exists between the illness and the presence of the parent. e child can be constantly observed in the hospital-either by the nurses in an intensive care unit or by a hidden video camera. Court orders are not required for hidden video cameras when they are placed by medical personnel, even though they are required if placed by the police (51) . A secret search of the mother's possessions is acceptable when this disorder is suspected, because a third party may be injured and because the child is the patient and not the mother.
When this syndrome is suspected, it must be reported, even when there is no objective evidence that the mother is abusing the child (51) . Court decisions against a mother for this form of child abuse are often made on circumstantial evidence.
KEEPING FACTITIOUS DISEASE IN PERSPECTIVE
Case study 6: A 31-year-old man with postprandial abdominal pain and weight loss When this young man was admitted to BUMC, his past medical history as well as physical examination, upper endoscopy, colonoscopy, CT scan, sonography, and endoscopic retrograde cholangiopancreatography provided no clues to his illness. Although he had a small benign gastric ulcer, his symptoms did not respond to potent antiulcer medications, so it was thought that the ulcer was not the cause of his pain. In addition, ulcer pain is usually relieved by eating food, whereas food provoked pain in this patient.
On June 2, the patient had a psychiatric consultation. e psychiatrist noted major depression with melancholia, recurrent type, with somatization, and an amphetamine was prescribed. e drug seemed to help, as the patient's spirits were better the following day.
On June 5, the patient was having severe abdominal pain. Still, his abdomen was soft and bowel sounds were normal, so there was no evidence of an acute abdomen. Demerol was given. ree days later, the patient continued to have pain after meals. e progress notes state: "Pattern of complaints and his response to antidepressant are indicative of psychogenic pain problem coupled with dependent/oppositional personality disorder" and "Patient continues to be quite regressed. He makes the most secondary gain of each and every somatic concern." By June 12, the patient lay in the fetal position with his severe abdominal pain. He was noted to have periumbilical tenderness but no rebound tenderness and to be severely depressed. e progress notes add: "His mom and friends hovering over him. He does seem depressed but the pain syndrome seems psychogenic in origin (not a depressive equivalent) and secondary to his dependent narcissistic personality structure." On June 15, a feeding tube was placed, and he was transferred to the psychiatry unit. Later he was found unresponsive. An x-ray showed free air under the diaphragm, and the patient died a short time later.
Lessons learned from case 6
While the patient was alive, no authentic physical disease was identified to explain his severe pain and weight loss. is led his doctors to make a diagnosis of "psychogenic pain," implying that his pain was primarily caused and maintained by psychological distress (44) . However, even though the patient was only 31 years old, an autopsy showed that his superior mesenteric artery was completely occluded by atherosclerosis and that he had ischemic necrosis of his small intestine (Figure 3) . In retrospect, the patient's abdominal pain was due to abdominal angina. Patients with abdominal angina experience severe pain after meals, and food is avoided in order to reduce pain, resulting in weight loss. As the disease advances, the pain may become continuous, rather than only after meals, and this indicates the onset of intestinal infarction. Abnormalities on physical examination are mild in comparison with the severe pain. Presumably because his illness could not be diagnosed or treated and because of the severe pain, the patient developed depression and the other psychiatric abnormalities described by the psychiatrist.
It has been stated that a diagnosis of factitious disease (and presumably the related disorders shown in Table 4 as well as psychogenic pain) is made only after exclusion of organic illness (40) . However, organic disease can rarely be excluded with certainty, a point that may be more evident to internists than to psychiatrists. erefore, when factitious disease (or related disorders) is suspected mainly because an organic illness cannot be discovered, it would be wise to search for positive clues, as described on page 199. To do this, old medical records need to be examined, and the physician needs to speak to the patient's relatives. In the present case, there was nothing in the past medical records to suggest factitious disease, the other disorders described in Table 4, or psychogenic pain. is case, as well as some of the earlier cases, raises questions about the roles of the primary physician and a consulting psychiatrist in the diagnosis of factitious disease. e advice of Nadelson § rings true: "e psychiatrist must encourage the referring physician to confront the patient on the basis of clinical evidence, recognizing that the psychiatrist's own diagnostic acumen may fall short of divining the hidden truth" (14) . 
